the amino acids linked to the terminal glutamine was the peculiar thing needing a specific peptidase for further splitting. Further work was in progress to try to identify the pyrrolidone carboxylyl peptides occurring in the crude papain digest. It seemed that these might be easily separated from the rest as they were non-ninhydrin staining. If these could be identified in the ring form, then the corresponding N-glutaminyl peptides might be synthesized and their digestion by biopsy samples of gut tested.
A wide variation has been reported from different centres on the incidence of so-called 'nonhlemolytic' jaundice of the premature. Some units carry out exchange transfusion in up to 8 % of premature infants (Crosse et al. 1958) , while others rarely find it necessary. This study compares the incidence of neonatal jaundice at the Birmingham Maternity Hospital with that at the Sorrento Premature Baby Unit.
Methods
Between December 1958 and November 1960, 337 infants weighing 2 5 kg or under were born at the Birmingham Maternity Hospital (B.M.H.). By permission of Dr V Mary Crosse and Dr B D Bower a similar number of records from the Sorrento Premature Baby Unit in 1960 and 1961 were examined. In both series babies with a positive Coombs test or with proven ABO hemolytic disease were excluded.
Clinical jaundice was assessed by the Gossett icterometer, infants reading over Grade 3 having serum bilirubin estimations carried out. At the Birmingham Maternity Hospital the Lathe & Ruthven (1958) method and at Sorrento that of King & Coxon (1950) were used for these estimations. Duplicate samples examined by both methods over a wide range showed good correlation. All bilirubin levels reported here were brought to the Lathe & Ruthven standard. Table I shows the difference between the two hospitals. While there was no great disagreement as regards clinical jaundice, the disparity increased as the degree of hyperbilirubinemia increased so that ten times as many babies at Sorrento had serum bilirubin levels over 20 mg% as at B.M.H. and 2 show the incidence of severe jaundice (serum bilirubin over 12 mg%) related first to gestational age and then to weight. The sharp increase of 'Sorrento Outs' in incidence ofjaundice at weights of 2 kg and over suggests that gestational age is likely to be a better yardstick for comparing the two units. Other factors: Maternal: Some factors such as pre-eclamptic toximia and postmaturity significantly reduce the incidence of jaundice in infants; others such as maternal diabetes and antepartum hwemorrhage increase the risk (Wood et al. 1962) .
Results
In this comparison all these factors were shown to be non-contributory by excluding them from the series and showing no change in the difference between the two units.
Neonatal deaths: Apart from a slightly higher death-rate for both Sorrento groups in the more immature there was little difterence.
The remaining factors can be considered under two main headings: (1) The physical state of the baby (apart from its maturity), such as birth asphyxia, cyanosis and respiratory distress. (2) The management of the infant, such as the use of antibiotics, incubators and oxygen and also time of first feeding. Table 2 summarizes some of these differences, no allowance being made for differences of gestation.
It can be seen that both groups at Sorrento had more asphyxia, a wider use of the incubators and much less use of oxygen. On the other hand the cases delivered and treated within the same hospital (B.M.H. and 'Sorrento Ins') were alike in having a lower incidence of cyanosis and of antibiotic administration as reflected by penicillin and streptomycin given within three days of birth.
Some of these differences may have been due to different criteria for diagnosis and treatment so that the effect of any factor must be assessed within its own group (see Tables 3 and 4 ).
Although in B.M.H. babies at 36 weeks' gestation both cyanosis and respiratory distress had a significant effect in increasing jaundice, at Sorrento a much smaller and insignificant trend was shown. Some other factors seemed to be raising the jaundice rate at Sorrento and this could have been due to differences in management (see Tables 4 and 5 ). Penicillin and streptomycin were associated with a significantly higher incidence of severe jaundice at both hospitals. The use of incubators and of oxygen, although widely differing between the two hospitals, had no apparent influence on the jaundice rate within each of the three groups. Time offirstfeeding: At B.M.H. the decision as to when a baby was to be fed was an individual one dependent upon its condition so that any conclusions drawn from this would be biased. At Sorrento Premature Baby Unit (P.B.U.) a definite schedule was laid down according to the weight of the baby at birth and here it may be valid to conclude from Table 5 that delayed feeding seemed to have an icterogenic effect in babies under 2 kg. Temperature on admission: Some of the Sorrento babies came in from long distances and the rectal temperature on admission would be the resultant of the infant's own ability to control its temperature and its management on the journey. Table 6 shows that at extremes of the physiological range an increase ofjaundice occurred. (1962) ; the case material was very similar and they proved conclusively that the difference was spurious due to a minute difference in the method of bilirubin estimation. In this series we have no reason to believe that bilirubin estimations were at fault and find instead that other factors such as case material and treatment of the babies were at variance.
In B.M.H. all cases were delivered in the hospital, while at Sorrento P.B.U. 85 % were sent in from outside. Even amongst the Sorrentodelivered cases only 38 % of the infants weighing 2 5 kg and under were admitted into the premature unit itself.
By splitting the case material into three groups it is possible to assess the relative importance of the clinical state of the infants admitted to the two units on the one hand and the management of the infants within the units on the other.
The infants admitted to Sorrento P.B.U. were more immature and more ill with a higher incidence of asphyxia, cyanosis and respiratory distress, all of which probably contributed to the higher rate ofjaundice.
The difference in case material, however, does not completely explain the disparity between the two hospitals for two reasons: (1) The 'Sorrento Ins' still had a higher jaundice rate than the B.M.H.; yet both were hospital-delivered cases, maternal differences having been eliminated as far as possible. (2) The physical state of the baby as revealed in Table 3 is not solely responsible for the increased jaundice rate at Sorrento. The finding that antibiotic administration and feeding delay is associated with increased incidence of jaundice could be interpreted as showing that these were likely to be ill babies and to become jaundiced anyway. Against this is the fact that penicillin and streptomycin given to infants of mothers with prolonged rupture of the membranes increased the chance ofjaundice appearing without any overt infection (Wood et al. 1962) .
Chilling or overheating on the way to hospital may be a factor in infants brought from a distance.
In conclusion it is felt that the B.M.H. figures more nearly reflect the incidence and degree of hyperbilirubinemia in premature babies and agree with the Lancet Annotation (1962) that about 2% are at risk from brain damage from this cause. Units taking in selected cases from other hospitals or from home may have a higher risk rate. In these infants it appears important to safeguard their body temperature within physiological limits on the way in; after their arrival feeding should not be long delayed and antibiotic administration should be carefully controlled.
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